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INTRODUCTION 
Empirical research on the effects of religious par-
ticipation on mental health has produced inconsis-
tent findings (Hackney and Sanders 2003; Koenig 
2009; Koenig, McCullough, and Larson 2001). While 
the majority of research finds that religious participa-
tion moderately bolsters mental health (e.g., Ellison 
et al. 2001; Schieman 2008), other research reports no 
correlation between religious participation and men-
tal health (e.g., Ellison 1991; Vaillant et al. 2008). In 
some cases, analyses even show a negative effect of 
religious participation on mental health (e.g., Dalg-
alarrondo et al. 2008; King and Schafer 1992) or find 
a curvilinear relationship (e.g., Tabak and Mickelson 
2009). The effect of religious participation on mental 
health may depend on the institutional context be-
cause churches vary in the extent to which they pro-
mote both the social and cognitive resources that 
benefit mental health. Therefore, the inconsistent 
findings of past research may partially result from 
the failure to account for variation in the effect of reli-
gious participation on mental health across religious 
traditions. 
Moreover, the potential beneficial and/or det-
rimental effects of religious participation on men-
tal health may not be fully revealed without sepa-
rately analyzing positive and negative dimensions 
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Abstract 
Using a survey of adults in Nebraska, we find that the association between church attendance and men-
tal health varies across religious traditions and across two distinct dimensions of mental health—depres-
sive symptoms and positive affect. Specifically, the association between church attendance and depressive 
symptoms differs for mainline Protestants, evangelical Protestants, and Catholics. Of these three religious 
traditions, only mainline Protestants report significantly lower levels of depressive symptoms when they at-
tend church more often. Comparing across religious traditions, we find that among high attendees, evan-
gelical Protestants report considerably more depressive symptoms than do Catholics; among low attend-
ees, evangelicals report fewer depressive symptoms than do mainline Protestants. The results also show 
that church attendance is unrelated to positive affect for respondents as a whole and across the three reli-
gious traditions. We discuss how these differences in the relationship between church attendance and men-
tal health comport with theological and social distinctions across religious traditions. 
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of  mental health. Recent research suggests that pos-
itive dimensions of mental health, such as hope and 
happiness, often have different causes from nega-
tive dimensions of mental health, such as depression 
and anxiety (e.g., Huppert 2009). The association be-
tween religion and mental health, in particular, may 
differ for positive and negative dimensions of mental 
health (Pearce and Koenig 2010). Expanding on these 
lines of inquiry, we propose that the theological and 
social conditions across Christian religious traditions 
differentially impact positive and negative dimen-
sions of mental health. 
Using data from the Nebraska Annual Social In-
dicators Survey, the purpose of this research is to ex-
plore the interactive effects of church attendance and 
Christian religious traditions on two subscales of the 
Center for Epidemiological Studies’ Depression Scale 
(CES-D), one representing positive affect and the 
other depressive symptoms. We advance previous re-
search by examining the tradition-specific association 
between church attendance and two distinct dimen-
sions of mental health. 
RELIGIOUS PARTICIPATION AND 
MENTAL HEALTH 
Religious participation may provide numerous 
forms of social resources, such as social support and 
social integration (Durkheim [1915] 1965). Social sup-
port in churches often comes from strong connections 
with other churchgoers, or what the social capital re-
search refers to as bonding capital (Smidt 2003). Con-
gregants supply the emotional, spiritual, and phys-
ical support to one another that is associated with 
better mental health (Krause et al. 2001; Turner and 
Turner 1999). Much contemporary research attributes 
the positive association between religion and mental 
health to the high levels of social support or bonding 
capital in religious congregations (e.g., Lim and Put-
nam 2010; Nooney and Woodrum 2002; Pescosolido 
and Georgianna 1989). 
An additional social resource is the ability of 
churches to help congregants make new connections 
across diverse social networks (Beyerlein and Hipp 
2006; Williams 2003), what the social capital research 
refers to as bridging capital (Smidt 2003). Church at-
tendance is associated with more diverse roles (i.e., 
friends, neighbors, voluntary association members, 
etc.) within an individual’s personal network (Mc-
Intosh, Sykes, and Kubena 2002). Church members, 
in particular, are likely to report high levels of “sta-
tus-bridging” capital (Wuthnow 2002). Like bonding 
capital, bridging capital can be beneficial to mental 
health (Ferlander 2007). For instance, bridging capi-
tal is associated with greater knowledge about health 
issues and lower levels of depression (Erickson 2003). 
In some communities, such as high-poverty neigh-
borhoods, diverse networks may be more important 
than close emotional ties in promoting mental health 
(Mitchell and LaGory 2002). 
Religious participation also provides cognitive 
benefits that may lead to better mental health. Reli-
gion helps people make sense of the world (Vilchin-
sky and Kravetz 2005). Some religious beliefs, which 
are generally reinforced through church participa-
tion, are associated with better mental health (Elli-
son, Burdette et al. 2009). For instance, belief in the 
afterlife and church attendance are both positively 
correlated with feelings of tranquility and nega-
tively correlated with anxiety (Ellison, Burdette et 
al. 2009). Church attendance provides positive cog-
nitive appraisals “by promoting a positive and co-
herent worldview,” which can help people cope 
with stressful situations (Koenig et al. 2001:225). 
Coping resources are especially enhanced when re-
ligion imparts a greater sense of mastery and self-
esteem (Ellison et al. 2001; Schieman 2008). Mastery 
and self-esteem are often reinforced through inter-
personal support networks in churches, positive ap-
praisals from other attendees, interaction with a per-
ceived divine other, and active prayer (Ellison 1993, 
1991; Ellison et al. 2001; Pollner 1989); and they are 
beneficial to mental health and reduce the negative 
effects of stress exposure (Pearlin et al. 1981). Over-
all, then, there is a clear theoretical argument link-
ing the social and cognitive mechanisms promoted 
through church attendance to improved mental 
health (Koenig et al. 2001). Yet, it is unlikely that all 
religious traditions produce the same kind or level 
of social and cognitive resources. 
RELIGIOUS TRADITIONS 
The stress process perspective emphasizes that 
the prevalence of social and cognitive resources vary 
across status groups and social contexts (Pearlin 
1989; Turner and Turner 1999). Similarly, there is 
variation across religious traditions in the promotion 
of social and cognitive resources. In particular, previ-
ous research suggests that the social and cognitive re-
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sources derived from church participation are quite 
different for evangelical Protestants than for mainline 
Protestants and Catholics. 
Research on American religion emphasizes the 
high degree of social integration and support in 
evangelical Protestant churches. Evangelical Protes-
tants’ strong social ties are likely to come from other 
church attendees (Iannaccone 1988; Scheitle and Ad-
amczyk 2009). Evangelical Protestants receive more 
bonding capital through church than do affiliates of 
other Christian traditions, especially Catholics (Elli-
son, Krause et al. 2009). The church-based social in-
teractions among evangelical Protestants, however, 
may produce a very limited form of social capital 
because evangelical Protestants are less educated, 
have fewer verbal skills, and have lower incomes 
than do Catholics and mainline Protestants (Keister 
2008; Pyle 2006; Sherkat 2010). Their churches also 
have less class and race diversity (Dougherty 2003; 
Schwadel 2009). 
Consequently, although evangelical Protestants 
may have considerable access to bonding capital in 
their churches, the social networks they develop in 
church often have limited resources. This is espe-
cially problematic given that evangelical Protestants 
tend to have relatively few friends outside of their 
churches (Scheitle and Adamczyk 2009). In fact, Ian-
naccone (1988) argues that the social insularity of 
evangelical churches is their defining characteristic. 
Thus, both limitations in the social networks within 
evangelical churches and the lack of bridging capi-
tal outside of the church may diminish the ability of 
evangelical church attendance to promote mental 
health. 
Evangelical Protestant churches may also compro-
mise the development of cognitive resources. Some 
religious beliefs diminish cognitive resources, partic-
ularly mastery (Pollner 1989). Evangelical churches 
tend to emphasize the pervasiveness of sin, a wrath-
ful and controlling God, and the premillennial belief 
that the world will degrade until Christ returns (Am-
merman 1982; Marsden 1991). These beliefs focus on 
a lack of control and a sense of helplessness, which 
should compromise mastery and diminish a per-
son’s ability to cope with stress (Ellison and Burdette 
forthcoming; Ross and Sastry 1999). Since Catholics 
and mainline Protestants do not emphasize these re-
ligious beliefs, it is not surprising that they report 
higher levels of mastery than do evangelical Prot-
estants (Braam et al. 1998; Ellison 1993; Schieman, 
Nguyen, and Elliott 2003). 
In sum, potential differences in social and cogni-
tive resources across Christian traditions could lead 
to a differential effect of church attendance on men-
tal health for mainline Protestants, evangelical Prot-
estants, and Catholics. In particular, evangelical Prot-
estant churches provide limited social resources and 
theological messages that can reduce mastery. These 
drawbacks, however, may be more relevant for some 
mental health outcomes than for others. 
POSITIVE AND NEGATIVE DIMENSIONS 
OF MENTAL HEALTH 
Mental health refers to subjective states that are 
either pleasant or unpleasant with emotional and/
or physiological manifestations (definition adapted 
from Mirowsky and Ross 2003). Combining the mood 
and malaise aspects of two key unpleasant states (de-
pression and anxiety) is what Mirowksy and Ross 
(2003) refer to as psychological distress. Pleasant 
states, such as psychological well-being, also have 
mood (e.g., happy) and malaise (e.g., energetic) com-
ponents. Some scholars argue that psychological dis-
tress and well-being are two ends of the same con-
tinuum (e.g., Dohrenwend et al. 1980; Mirowsky and 
Ross 2003), whereas others suggest they are distinct 
concepts with potentially unique causes (e.g., Hup-
pert 2009; Keyes, Schmotkin, and Ryff 2002). 
In the current study, we take the latter approach 
and distinguish pleasant subjective states (or positive 
mental health outcomes) from unpleasant subjective 
states (or negative mental health outcomes). We do 
so because recent research supports the distinct con-
cepts approach (e.g., Keyes 2005; Payton 2009; Ryff 
et al. 2006) and because the results from an explor-
atory and confirmatory factor analysis of the CES-
D on a sample of Nebraskan adults warrant such an 
approach. Moreover, recent research on religion and 
mental health argues that the impact of religious par-
ticipation may vary across mental health outcomes 
(e.g., Hackney and Sanders 2003; Pearce and Koe-
nig 2010). We take this last argument one step far-
ther and also consider the possibility of tradition-spe-
cific effects of church attendance on different mental 
health outcomes. 
Some scholars argue that behaviors are important 
predictors of positive dimensions of mental health or 
psychological well-being (e.g., Huppert 2009; Lyu-
bomirsky, Sheldon, and Schkade 2005). Church atten-
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dance is positively associated with healthy lifestyle 
behaviors, such as preventive care, reduced alcohol 
consumption, and not smoking cigarettes (Hill et al. 
2006). Evangelical Protestants may be particularly ad-
vantaged with regard to positive mental health out-
comes due to their greater emphasis on healthy life-
styles relative to Catholics and mainline Protestants 
(George, Ellison, and Larson 2002; Koenig et al. 2001). 
Furthermore, evangelical churches place consider-
able importance on happiness and evangelicals some-
times use happiness as an indicator of group mem-
bership (Wilkins 2008). In sum, church attendance 
may promote psychological well-being across all re-
ligious traditions, and it may be especially benefi-
cial for evangelical Protestants (Hackney and Sanders 
2003; Pearce and Koenig 2010). 
For negative dimensions of mental health, in con-
trast, we propose that church attendance may be un-
likely to prevent the occurrence of psychological dis-
tress for some religious traditions. Drawing from 
stress process theory (Pearlin et al. 1981), social and 
cognitive resources should be important for pre-
venting psychological distress. As reviewed previ-
ously, churchgoing evangelicals are exposed to po-
tentially mastery-reducing theological messages and 
insular, resource-poor social networks. Relative to 
Catholics and mainline Protestants, evangelical Prot-
estants lack the social connections that provide infor-
mation on mental health issues and services that can 
help mitigate psychological distress (Erickson 2003). 
Therefore, attendance at evangelical churches may be 
unhelpful for preventing the occurrence of psycho-
logical distress. 
At the same time, church attendance may actu-
ally be detrimental to the psychological distress of 
evangelical Protestants. Specifically, the theologi-
cal messages evangelical Protestants are exposed to 
at church may increase their levels of psychological 
distress. Freud ([1927] 1964) argued that emphasiz-
ing the pervasiveness of sin produces anxiety, and 
recent empirical research supports this proposition 
(e.g., Ellison, Burdette et al. 2009). A sense of divine 
control is also associated with higher levels of psy-
chological distress among low socioeconomic sta-
tus (SES) whites (Schieman et al. 2006), and evan-
gelical Protestants are disproportionately low SES 
whites (Keister 2008). Overall, then, the potentially 
mastery-reducing and anxiety-inducing theologi-
cal messages combined with limited social networks 
may result in churchgoing evangelical Protestants 
being especially likely to report high levels of psy-
chological distress relative to churchgoing Catholics 
and mainline Protestants. 
DATA AND METHOD 
We use data from the 2006 Nebraska Annual So-
cial Indicators Survey (NASIS) to examine the joint 
impact of religious affiliation and church atten-
dance on mental health. The 2006 NASIS is a tele-
phone survey of 1,821 Nebraskans fielded between 
November 2006 and March 2007. Random digit di-
aling and random selection of household members 
produced a sample of noninstitutionalized Nebras-
kans at least 19 years of age. Of the dialed house-
holds, 33 percent participated in the survey (50 per-
cent refusal rate).1 The NASIS sample is comparable 
to U.S. census data for Nebraska on most key de-
mographic variables, such as income, education, 
and age.2 NASIS respondents, however, are more 
likely to be female, and they differ on race. White 
non-Hispanics comprise 82.1 percent of Nebras-
kans compared to 91.4 percent of the NASIS sam-
ple. This difference probably reflects the lack of chil-
dren in the NASIS sample and that children born to 
immigrants are a fast growing group in Nebraska. 
All analyses employ a weight variable to adjust for 
nonresponse and variations from population means. 
Although the regional sample limits the generaliz-
ability of our research, the NASIS is the only sur-
vey we could locate that contains detailed measures 
of religious affiliation, church attendance, and both 
positive and negative dimensions of mental health. 
Nebraskans are relatively similar to U.S. citizens as 
a whole, though they are more likely to be non-La-
tino, white, and Lutheran and less likely to be for-
eign born and to speak a language other than Eng-
lish in their homes.3 
Dependent Variables 
The dependent variables are drawn from a 20-
item CES-D where respondents reported on the 
number of days in the past week that they had each 
symptom (see Table 1 for descriptive statistics). Al-
though Radloff (1977) created the index to cover 
four mental health dimensions (depressed mood, 
positive mood, somatic complaints, and interper-
sonal problems), several factor structures have been 
proposed and tested (see Riddle, Blais, and Hess 
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2002). A three-factor model provided the best fit to 
our data (Goodness of Fit Index = .9997, root mean 
square error of approximation = .0531), which is not 
surprising given the high proportion of whites in 
our sample (Perreira et al. 2005). Two of these fac-
tors comprise the dependent variables in our study. 
Depressive symptoms contains seven mood (felt sad, 
lonely, fearful, or depressed; could not shake the 
blues; bothered by things; and life had been a fail-
ure) and seven malaise (trouble keeping your mind 
on what you were doing, everything you did was an 
effort, talked less than usual, poor appetite, restless 
sleep, crying spells, and could not get going) items 
primarily pertaining to depression. Positive affect 
contains four positive mood items (hopeful about 
the future, as good as others, feel happy, and enjoy 
life), which were reverse coded.4 For both depres-
sive symptoms and positive affect, high values indi-
cate poor mental health. 
Independent Variables 
Our primary independent variables measure reli-
gious tradition and church attendance. The religious 
tradition categories are coded according to the clas-
sification developed by Steensland and colleagues 
(2000). We delete Jewish, black Protestant, and 
“other” religion respondents from the analysis due to 
small number of cases (76 respondents). We also de-
lete respondents who reported not having a religious 
affiliation because unaffiliated respondents were not 
asked about attending religious services (235 respon-
dents). The religious tradition categories included 
in the final sample are evangelical Protestant, Cath-
olic, and mainline Protestant. Since these groups are 
Christian traditions, we refer to the service atten-
dance variable as church attendance. The church at-
tendance measure has eight response options: never, 
less than once a year, once a year, several times a 
year, about once a month, nearly every week, once 
Table 1. Descriptive Statistics 
Focal Dependent                                      Mean             Standard deviation        Minimum                   Maximum 
Depressive symptoms  10.28  11.95  0  91 
Positive affect  3.93  5.30  0  28 
Focal independent 
Church attendance 
Low  .22   0  1 
Moderate  .25   0  1 
High  .53   0  1 
Religious tradition 
Evangelical Protestant  .28   0  1 
Mainline Protestant  .40   0  1 
Catholic  .32   0  1 
Controls 
Female  .62   0  1 
Physical health  3.16  .72  1  4 
Income  8.30  2.76  1  12 
Education 
High school or less  .33   0  1 
Some college  .30   0  1 
BA degree or higher  .37   0  1 
Non-white  .05   0  1 
Married  .67   0  1 
Children  .36   0  1 
Age  52.00  16.17  19  94 
Urban  .42   0  1 
N = 1,245.   
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a week, and several times a week. This variable 
had a highly skewed distribution with over 50 per-
cent of the cases falling within the highest two atten-
dance categories. For this reason, we collapsed the 
attendance variable into three substantively mean-
ingful categories.5 Low attendance indicates attend-
ing church several times a year or less often. Moder-
ate attendance indicates attending church about once 
a month or nearly every week. High attendance indi-
cates attending church every week or several times a 
week. High attendance is used as the reference cat-
egory because it is the modal level of attendance re-
ported by Nebraskans.  
Control Variables 
We control for characteristics related to both reli-
gious participation and mental health. Self-reported 
physical health is probably the most important con-
trol variable given the strong correlation between 
physical and mental health (Freemont and Bird 2000). 
Respondents were asked about their “overall health 
and well-being.” Response choices included poor, 
fair, good, and excellent. Gender is dummy coded 
with a value of one indicating female respondents. 
Household income is measured with a 12-category 
variable ranging from less than $5,000 to $100,000 
or more. Education is broken down into three cate-
gories: a high school degree or less, some college 
or a junior college degree, and a bachelor’s or more 
advanced degree. We control for family formation 
with dummy variables for married respondents and 
those with children 18 or younger in the home. Race 
is measured with a variable indicating non-white 
respondents (5 percent of the final sample is non-
white). Age is measured in years of age and centered 
around the mean to maintain a meaningful intercept 
in regression models. The urban variable denotes res-
idence in one of the three counties that contain the 
cities of Omaha and Lincoln. 
Data Analysis Strategy 
Missing data on all control variables were im-
puted using the IVEware SAS module. Ten imputed 
data sets were created, and all regression analyses re-
port the combined results of analyses on the imputed 
data sets using the Mianalyze procedure in SAS to 
obtain valid statistical inference. Our dependent vari-
ables are overdispersed count variables (see Table 1); 
therefore, we estimate all models using negative bi-
nomial regression (in SAS with the Genmod proce-
dure). The significant dispersion parameters in our 
models signify the preference for negative binomial 
over Poisson (Erdman, Jackson, and Sinko 2008). Fur-
thermore, comparing model fit statistics and the pres-
ence of a significantly negative inflated intercept pa-
rameter ruled out using a zero-inflated estimation 
strategy (Erdman et al. 2008). Finally, a regression di-
agnostic analysis revealed six influential outliers that 
were deleted from the sample. 
The focal associations in our study pertain to sig-
nificant differences in mental health outcomes across 
levels of church attendance both within and across 
religious traditions. To obtain all relevant group com-
parisons, two strategies were employed. First, since 
evangelical Protestants are the omitted reference 
group, the regression analyses identify significant 
differences in mental health across levels of church 
attendance among evangelical Protestants. To assess 
mental health differences across levels of church at-
tendance for mainline Protestants and Catholics, we 
altered the omitted reference group for religious af-
filiation (analyses not shown). Second, within church 
attendance groups (e.g., among low attendees) sig-
nificant differences across religious traditions were 
identified using custom hypothesis testing of the 
least square means (using the LSMESTIMATE state-
ment in the Genmod procedure). The results of these 
analyses are reported in the following. 
RESULTS 
Depressive Symptoms 
Table 2 reports results for depressive symptoms. 
Before addressing the focal associations, it is worth 
noting that women, those with worse self-reported 
physical health, the least educated, younger, and 
unmarried respondents report the most depressive 
symptoms (Model 1). Model 1 also shows that Cath-
olics report significantly fewer depressive symptoms 
compared to evangelical Protestants (b = –.152, p < 
.05). Supplemental analysis, altering the omitted ref-
erence group, indicates that Catholics also report sig-
nificantly fewer depressive symptoms than do main-
line Protestants (p < .05). There are no significant 
differences in depressive symptoms between main-
line Protestants and evangelical Protestants. Finally, 
Model 1 shows that the overall association between 
church attendance and depressive symptoms is not 
significant (b = .083, ns and b = –.074, ns). The interac-
tions in Model 2, however, tell quite a different story. 
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Specifically, the association between church atten-
dance and depressive symptoms varies across reli-
gious traditions. 
Figure 1 illustrates these significant interaction ef-
fects. Importantly, there are group mean differences 
in depressive symptoms across levels of church at-
tendance, both within and across religious tradi-
tions. Since evangelical Protestants are the omitted 
reference group, the church attendance coefficients 
in Model 2 represent the association between church 
attendance and depressive symptoms for evangelical 
Protestants. Although these coefficients do not reach 
conventional levels of statistical significance (p < .05), 
it is important to note that the direction of the asso-
ciation between church attendance and depressive 
symptoms is positive among evangelical Protestants. 
In other words, higher levels of church attendance 
tend to correspond with higher levels of depressive 
symptoms (low attendee mean = 7.1, moderate at-
tendee mean = 8.8, high attendee mean = 10.0). More-
over, the difference in depressive symptoms among 
high-attending and low-attending evangelical Prot-
estants is significant at the p < .10 level (b = –.344). 
The inability to reach the more conventional p < .05 
level is probably due to low statistical power result-
ing from the relatively small number of low-attend-
ing evangelical Protestants in our sample (n = 38). 
Among mainline Protestants and Catholics, in 
contrast, there is no evidence of a positive association 
between church attendance and depressive symp-
toms. Among mainline Protestants, low attendees 
(mean = 11.0) report significantly higher depressive 
Table 2. Negative Binomial Regressions for Depressive Symptoms on Church Attendance and Religious Tradition 
          Depressive symptoms
 Model 1  Model 2 
 b  SE  b  SE 
Intercept  3.805  .19  3.880  .20 
Mainline Protestanta  .007  .08  –.072  .10 
Catholica  –.152*  .08  –.246*  .10 
Low attendanceb  .083  .08  –.344  .18 
Moderate attendanceb  –.074  .07  –.128  .13 
Interaction terms 
Low × mainline    .511*  .21 
Moderate × mainline    .049  .18 
Low × Catholic    .514*  .22 
Moderate × Catholic    .143  .19 
Controls 
Female  .225***  .06  .231***  .06 
Physical health  –.448***  .04  –.447***  .04 
Income  –.022  .01  –.024  .01 
Some collegec  .109  .08  .113  .08 
High school or lessc  .306***  .08  .301***  .08 
Non-white  .216  .12  .217  .12 
Married  –.410***  .07  –.408***  .07 
Children  –.005  .07  –.009  .07 
Age (centered)  –.011***  .00  –.010***  .00 
Urban  .075  .06  .059  .06 
Dispersion  .924***  .04  .918***  .04 
N = 1,245
a. Evangelical Protestant is the omitted reference group. 
b. High church attendance is the omitted reference group. 
c. Bachelor’s degree or higher is the omitted reference group. 
* p < .05 ; ** p < .01 ; *** p < .001 (two-tailed test)   
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symptoms than do moderate attendees   (mean = 8.6, 
p < .05), and high attendees have levels of depressive 
symptoms (mean = 9.3) comparable to moderate at-
tendees. Catholics manifest a pattern similar to main-
line Protestants, with low attendees having the high-
est mean depressive symptoms (low attendee mean 
= 9.3, moderate attendee mean = 8.0, high attendee 
mean = 7.8), but these group mean differences among 
Catholics are not statistically significant. 
Across religious traditions, we find significant 
group mean differences in depressive symptoms by 
attendance levels. Among low attendees, evangeli-
cal Protestants report significantly lower levels of de-
pressive symptoms (mean = 7.1) than do mainline 
Protestants (mean = 11.0, p < .05). Among high at-
tendees, evangelical Protestants report significantly 
higher levels of depressive symptoms (mean = 10.0) 
than do Catholics (mean = 7.8, p < .05). Overall, we 
find evidence that church attendance is more benefi-
cial (or less harmful) to the depressive symptoms of 
mainline Protestants and Catholics than to evangeli-
cal Protestants. 
Positive Affect 
Table 3 reports results for positive affect. Pos-
itive affect is reverse coded, so high values indicate 
poor mental health. In contrast to depressive symp-
toms, Model 1 reports no significant associations be-
tween religious tradition and positive affect (Main-
line b = .020, ns and Catholic b = –.075, ns). Similar to 
the depressive symptoms results, Model 1 in Table 3 
shows no significant association between church at-
tendance and positive affect (b = .035, ns and b = .017, 
ns). Only two of the independent variables in Model 
1 are meaningfully associated with positive affect. 
Specifically, the results in Model 1 show that women 
and older Nebraskans report relatively high levels of 
positive affect. More importantly, the positive affect 
results differ from the depressive symptoms results 
in that there are no significant interactions between 
religious tradition and church attendance (Model 2). 
Overall, the results in Table 3 suggest that church at-
tendance is unrelated to positive affect among Ne-
braskans as a whole and among affiliates of the three 
major religious traditions. 
DISCUSSION AND CONCLUSIONS 
The results reported in Tables 2 and 3 and illus-
trated in Figure 1 show that the association between 
church attendance and mental health varies consider-
ably across religious traditions and across indicators 
Figure 1. Depressive Symptoms across Religious Tradition and Church Attendance. The height of the chart represents 
two-thirds a standard deviation for depressive symptoms. The graphical results are based on the regression analysis 
show in Table 2, Model 2 (N = 1,245).   
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of mental health.6 Among Nebraskans as a whole, 
church attendance appears to have little relationship 
with mental health— both depressive symptoms and 
positive affect. This, however, is not the case when 
we take differences across religious traditions into ac-
count. Low levels of church attendance are associated 
with more depressive symptoms for mainline Prot-
estants, but not for evangelical Protestants or Cath-
olics. Comparing across religious traditions, we find 
that among regular attendees, evangelical Protestants 
are especially likely to report depressive symptoms, 
and among irregular attendees, evangelical Protes-
tants report relatively low levels of depressive symp-
toms. At the same time, there is no significant associ-
ation between church attendance and positive affect.7 
These results show the importance of treating posi-
tive and negative dimensions of mental health as 
distinct outcomes, and they add to the literature on 
religion and mental health by demonstrating the con-
textual nature of the relationship between church at-
tendance and negative dimensions of mental health.   
An important implication of this research is 
that religious affiliation matters. Simply measur-
ing church attendance without taking the context of 
this attendance into account misses a large part of 
the picture. Theoretical approaches to how religion 
may promote or retard mental health must not ignore 
the fact that religion is a social phenomenon (White 
1968) that is socially enacted and produced (Dur-
kheim [1915] 1965). The practice of religion and the 
social, cultural, and theological messages of religion 
vary across religious  groups, aggregated into reli-
Table 3. Negative Binomial Regressions for Positive Affect on Church Attendance and Religious Tradition 
 Positive affect (reverse coded)
 Model 1  Model 2 
 b  SE  b  SE 
Intercept  3.272***  .29  3.172***  .30 
Mainline Protestanta  .020  .11  .203  .16 
Catholica  –.075  .11  .041  .15 
Low attendanceb  .035  .12  .141  .27 
Moderate attendanceb  .017  .11  .330  .20 
Interaction terms 
Low × mainline    –.211  .32 
Moderate × mainline    –.502  .26 
Low × Catholic    –.123  .32 
Moderate × Catholic    –.410  .28 
Controls 
Female  –.029***  .09  –.017***  .09 
Physical health  –.541  .07  –.543  .07 
Income  –.028  .02  –.028  .02 
Some collegec  –.152  .12  –.137  .12 
High school or lessc  .159  .12  .159  .12 
Non-white  –.166  .19  –.149  .19 
Married  –.179  .11  –.175  .11 
Children  .071  .11  .063  .11 
Age (centered)  –.013***  .00  –.013***  .00 
Urban  .113  .10  .123  .10 
Dispersion  2.088***  .12  2.076***  .12 
N = 1,245
a. Evangelical Protestant is the omitted reference group. 
b. High church attendance is the omitted reference group. 
c. Bachelor’s degree or higher is the omitted reference group. 
* p < .05 ;  ** p < .01 ;  *** p < .001 (two-tailed test)   
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gious traditions. Consequently, the ways in which re-
ligion influences mental health vary across religious 
traditions, and this variation may be responsible for 
inconsistent findings in previous research on church 
attendance and mental health. Differences in the im-
pact of religious practices on mental health would 
likely be even greater if we could examine more 
proximate religious contexts. Future research can ex-
plore this proposition by examining how the congre-
gational context influences mental health outcomes. 
In addition to differences across religious tradi-
tions, our analysis highlights the importance of dis-
tinguishing among dimensions of mental health 
when focusing on religion. Recent empirical research 
suggests that psychological distress and well-being 
belong on their own continuums, rather than being 
opposite poles of the same continuum (e.g., Keyes 
2005; Payton 2009; Ryff et al. 2006). Our results sup-
port employing distinct measures for psychological 
distress and well-being when studying religion and 
mental health. The failure to account for differences 
across domains of mental health can lead to results 
that misrepresent the impact of religion on mental 
health. Mental health scholars, who focus on stress 
exposure, have long known that multiple mental 
health measures are necessary to properly gauge dif-
ferences across social statuses due to the nonspecific 
response to stress (e.g., Aneshensel 2005). Similarly, 
affiliates of different religious traditions may experi-
ence and define psychological distress and well-be-
ing in distinct ways (Wilkins 2008). 
There are, of course, limitations to our analysis. 
Most notably, the sample is restricted to adults in Ne-
braska. The relationships we identified may differ 
across regions and may not be generalizable to the 
United States as a whole. The sample is also mostly 
white, which limits generalizability across racial and 
ethnic groups. Additionally, while we focused on 
church attendance, the association between religion 
and mental health may vary across indicators of reli-
gion, and church attendance may be acting as a proxy 
for other forms of congregational participation. Re-
ligious beliefs, perceptions, personal devotions, and 
more intensive forms of congregational activity may 
have distinct associations with mental health (Green-
field, Vaillant, and Marks 2009; Schieman 2008), 
which may differ across religious traditions. As with 
most research based on a cross-sectional survey, 
there is also the question of causation. It is quite pos-
sible that mental health impacts church attendance. 
Moreover, our analysis cannot specify the mecha-
nisms that motivate the tradition-specific associations 
between church attendance and negative domains 
of mental health. While we suggest that theological 
messages and limited social networks in evangelical 
churches may explain the relatively high levels of de-
pressive symptoms among regularly attending evan-
gelical Protestants, this cannot be verified with the 
NASIS data. Finally, the size of our sample limited 
our ability to explore any additional moderating vari-
ables for the association between church attendance 
and mental health. Specifically, previous research 
suggests that the association between religious par-
ticipation and mental health may differ for men and 
women (e.g., Maselko and Kubzansky 2006; McFar-
land 2010; Vallaint et al. 2008). 
As with many sociological questions, address-
ing these research questions will require both quan-
titative and qualitative data. We must observe what 
happens in churches as well as how religious factors 
influence mental health among large samples of in-
dividuals and churches. It is clear, though, that we 
cannot assume that the effects of religion on mental 
health operate in similar ways among disparate reli-
gious and social groups or that religion always pro-
motes positive mental health outcomes. We conclude 
by emphasizing that neither religion nor mental 
health are monolithic constructs— the association be-
tween religious participation and mental health dif-
fers across religious contexts and indicators of men-
tal health. 
NOTES 
1. Response rate based on AAPOR Response Rate 3 
(RR3). The response rate is not uncommonly low 
for contemporary social scientific research (e.g., Ed-
gell, Gerteis, and Hartman 2006; Woolever and Bruce 
2002). 
2. All Nebraska census information retrieved from 
http://quickfacts.census.gov/qfd/states/31000.html 
on October 18, 2011. 
3. Demographic comparisons between Nebraskans and 
U.S. citizens based on U.S. census information re-
trieved from http://quickfacts.census.gov/qfd/
states/31000.html on October 18, 2011. Religious af-
filiation information based on 2000 Religious Congre-
gations and Membership in the United States study, 
as reported by the Association of Religion Data Ar-
chives (www.theARDA.com). 
4. The positive affect indicators are reverse coded for 
two reasons. First, reverse coding results in larger 
values indicating poorer mental health for both de-
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pendent variables. Second, and more important, re-
verse coding results in a distribution suitable for the 
negative binomial regression models employed in 
the analysis. 
5. We explored alternative coding for the church atten-
dance variable (e.g., Presser and Chaves 2007; Schw-
adel 2010) and conducted sensitivity analyses with 
alternative codings and the original continuous mea-
sure of church attendance. The key findings reported 
in this article remain the same when we employ differ-
ent coding schemes for the church attendance variable. 
6. We located two previous studies that examine differ-
ences across religious traditions in the association 
between religious participation and mental health. 
Ellison and colleagues (2001) examined the interac-
tive effects of religious participation and affiliation 
on depression, but they found only a small interac-
tion between Catholic affiliation and attendance. We 
suggest several possible reasons for the differences 
between their findings and our results. Most impor-
tantly, as Ellison and his coauthors acknowledged, 
their data contain only broad denominational cat-
egories (e.g., Lutheran, Baptist, etc.), which fail to 
capture key distinctions. For instance, in the NASIS 
sample Lutherans are about evenly split between af-
filiates of the Evangelical Lutheran Church in Amer-
ica (mainline Protestant) and the Lutheran Church-
Missouri Synod (evangelical Protestant). Ellison and 
colleagues also use unaffiliated respondents as their 
reference category, which does not allow for compar-
isons across Christian traditions. Finally, it is possible 
that the interactive effects of religious tradition and 
church attendance vary by region since Ellison and 
his coauthors use data from Michigan and we use 
data from Nebraska. Similarly, Maselko and Kubzan-
sky (2006) compared the effects of religious activity 
on psychological distress and happiness across reli-
gious traditions. Their findings differ from ours in 
regards to psychological distress. Importantly, they 
employ an index of religious participation while we 
focus on church attendance, they do not examine in-
teractions but instead present separate models for 
each religious tradition, and their measure of psycho-
logical distress differs from ours. 
7. Additional analyses (not shown) suggest that church 
attendance is beneficial to the positive affect of evan-
gelical Protestant men, but it is not associated with 
positive affect for evangelical Protestant women. This 
comports with empirical research on gender differ-
ences in the association between religion and men-
tal health (e.g., Maselko and Kubzansky 2006; Mc-
Farland 2010). We do not present these gender- and 
tradition-specific results because the three-way in-
teraction (attendance × religious tradition × gender) 
term was only significant at the p < .10 level. 
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